Abstract There is urgent need for improvement in community-based mental health care for children and families. Multiple studies have documented serious limitations in the effectiveness of ''usual care.'' Fortunately, many empirically-supported strategies to improve care have been developed, and thus there is now a great deal of knowledge available to address this significant public health problem. The goal of this selective review is to highlight and synthesize that empirically-supported knowledge to stimulate and facilitate the needed translation of knowledge into action. The review provides a sound foundation for constructing improved services by consolidating descriptive data on the status quo in children's mental health care, as well as evidence for an array of promising strategies to improve (a) Service access and engagement; (b) Delivery of evidence-based practices; and (c) Outcome accountability. A multi-level framework is used to highlight recommended care improvement targets.
Introduction
Alarms regarding the ineffectiveness and fragmentation of community-based mental health care for children and families have been raised for decades and recent data reinforce these concerns (Bickman 2008; Kazak et al. 2010; Knitzer 1982; Warren et al. 2010; Warren et al. 2010 Warren et al. , 2006 . Millions of children in the United States are treated for mental disorders, but studies indicate that the majority of children receiving community-based ''usual care (UC)'' do not show clinical improvement (Manteuffel et al. 2008; Warren et al. 2010 ). Concerns about the limited effectiveness of care have prompted a variety of policy and research initiatives intended to improve care (Bruns et al. 2008; Chambers et al. 2005; Kazak et al. 2010; IOM 2005; Surgeon General 2000) . As a result, empirically-supported knowledge about how to improve care has advanced significantly. However, as in all areas of health care and social services, translating this knowledge into broad-scale action has been challenging. While we continue to pursue innovations in preventive and treatment interventions and care delivery systems, we need to capitalize on the wealth of existing empirically-supported knowledge to improve care for the millions of children entering service systems right now.
The purpose of this selective review is to present evidence of the areas needing improvement, summarize what is known about the current status quo, and highlight existing empirically-supported strategies to address serious problems in our current mental health system. Our aim is to provide a pragmatic, consolidated source of empirically-supported knowledge to stimulate and facilitate application of that knowledge to critically needed action.
Review Description and Goals
The selective review is based on the following facts: 1) Current usual mental health care for children is generally ineffective. We begin our review below with a brief summary of research on UC effectiveness to highlight the urgent need for improvement. 2) Mental health care is delivered within a multi-level context, as illustrated in Fig. 1 , below. The solid arrow represents interaction across all layers impacting services for clients. Care improvement interventions may be implemented at one or more contextual levels, and interventions at different levels may interact to impact service effectiveness.
3) The potential effectiveness of care improvement interventions will be maximized if they are based on empirically-supported knowledge about the contexts within which they will be implemented and empiricallysupported knowledge about intervention effectiveness. For optimal uptake and sustainability, improvement interventions need to ''fit'' well within existing service contexts (Aarons et al. 2011; Hoagwood et al. 2001; Mendel et al. 2008) . Thus, our review highlights both (a) descriptive data on characteristics of UC across levels of intervention (e.g., organizational structures, individual provider and client characteristics, etc.), and (b) evidence of promising interventions delivered in UC settings across levels of interventions.
Our selective review is limited by a few parameters. Specifically, we focus primarily on services provided in specialty out-patient mental health settings in the United States (as opposed to residential or in-patient care and/or care delivered in other service sectors such as Education, Child Welfare, or Juvenile Justice). Of the 2.9 million youths ages 12-17 who received specialty mental health services in 2009, 2.6 million received out-patient care (SAMHSA 2012) . This review also addresses psychosocial, as opposed to psychopharmacological, interventions. Finally, the emphasis is on research published since 2000 to highlight knowledge about current services, although a few highly relevant studies published earlier are included.
This review contributes to the burgeoning interdisciplinary field of implementation science, which promotes the scientific study of implementing research-supported practices in routine healthcare contexts. However, unlike efforts to compile a comprehensive array of implementation strategies (e.g., Powell et al. 2012) , or postulate generalizable theoretical models for implementation of specific EB practices (e.g., Aarons et al. 2011) , the purpose of this paper is to provide a synthesized review of descriptive and intervention effectiveness research on usual mental health care for children that can inform essential improvements in such care. For a more comprehensive review of implementation models and/or strategies, readers are encouraged to consult the following as exemplars: Aarons et al. 2011 , Damschroder et al. 2009 , Feldstein and Glasgow 2008 , Grol and Grimshaw 1999 , Powell et al. 2012 , Torrey et al. 2011 .
As noted above, we begin our review with a brief summary of research on the effectiveness of usual mental health care for children to highlight the urgent need for improvement and to identify factors associated with service effectiveness. We then present a summary of basic descriptive data on UC contexts to provide foundational knowledge on which to base future care improvement efforts. The remainder of the review is organized around three targets for UC improvement, namely, (a) Service access and engagement, (b) Delivery of evidence-based (EB) practices, and (c) Outcome accountability. We review current literature about UC that supports promising intervention strategies at different contextual levels (as illustrated in Fig. 1 ) to address each of these three targets.
The Problem: Ineffectiveness of Usual Mental Health Care for Children Data from several studies utilizing different methods and sampling from a variety of community-based service systems reinforce serious concerns about the ineffectiveness of usual mental health care for children. For example, one large meta-analytic review reported few differences between UC treatment and control groups, with reported effect sizes near zero (Weisz 2004) . A randomized controlled study also found no differences between outpatient UC and a no-treatment control group (Weiss et al. 1999) .
Results of studies measuring change over time among children in UC (i.e., with no control group) provide an uncontrolled perspective on clinical change for children entering care. One study of publicly-funded usual community care reported that fewer than half (44 %) of youths either improved or recovered, while 32 % demonstrated no reliable change and 24 % deteriorated (Warren et al. 2010) . Somewhat similarly, Manteuffel and colleagues (2008) used the reliable change index to examine patterns of change for youth in community care and found that following treatment an average of 36 % of youths improved, 50 % exhibited no reliable change and the remainder (14 %) exhibited poorer outcomes.
Studies with specific sub-groups reinforce a general conclusion of ineffective care. For example, one study utilizing data from the National Survey of Child and Adolescent Well-being (NSCAW) applied a propensity score matching model to examine the impact of community-based outpatient mental health care for a national sample of children who had experienced long-term foster care and concluded that outpatient mental health services did not result in any improvement in children's behavioral health (Bellamy et al. 2010) .
Several studies have reported aggregate decreases in children's behavioral and emotional problems after entering care in community-based service systems, reflecting overall improvement in symptoms (Hawley and Weisz 2005; Manteuffel et al. 2002; Trask and Garland 2011 ), but like all uncontrolled studies, the extent to which these observed changes can be attributed to treatment received is unknown. Results from a number of studies demonstrating no ''dose-effect'' relationship (i.e., no link between amount of treatment received-usually measured as number of sessions attended-and outcome variability) reinforce skepticism about attributing observed symptom change to treatment (Andrade et al. 2000; Garland et al. Under Review; Lindhiem and Kolko 2011; Trask and Garland 2011; Warren et al. 2009 ). Lambert and Bickman (2004) proposed that observed decreases in symptom severity and/ or improvements in functioning after service entry should not necessarily be attributed to service effectiveness because such changes likely reflect predictable variation, including expected ''regression to the mean.'' Longitudinal modeling of expected variations in symptom severity and the assumption that children generally enter care when symptoms are most severe support this point. Likewise, given that improvement in symptoms has also been observed for adults on a wait list for care, it may be that the act of seeking care (and/or expecting benefit from treatment) is associated with some symptom relief (e.g., Rutherford et al. 2012) . However, regardless of how data from all these studies may be interpreted, the bottom line is that there is no convincing evidence of a strong aggregate clinical impact of usual community-based care for children and families. Given the numbers of children in need of care, as well as the short and long term consequences of mental health problems and the resources devoted to this care, this represents a public health crisis.
Several studies have attempted to identify factors associated with differential effectiveness within UC, but given wide variability in clinical problems, patient and provider characteristics, and study contexts, there are few consistent findings. One important finding reported by Warren and colleagues (2010) is that outcome trajectories were significantly better for children treated in a managed care system compared to a publicly-funded community-based system of care. Potential explanations are speculative, but may reflect different practices in managed care settings (e.g., possibly greater use of shorter-term cognitivebehavioral approaches) and/or different patient characteristics (e.g., more complex and disadvantaged backgrounds among children/families in publicly-funded care). It is also worth noting that there are no consistent findings demonstrating a relationship between provider characteristics (such as, discipline, education, or experience) and differential effectiveness (for a review of this literature refer to Beutler et al. 1994 Beutler et al. , 2004 Wampold 2001) .
Findings regarding child characteristics associated with effectiveness are also inconsistent. For example, the effect of symptom severity at entry on extent of change in clinical outcomes has been variable across studies; one study reported poorer outcomes associated with increased severity at service entry (Reyno and McGrath 2006) , another found no significant effect (McMahon et al. 2006) , and others demonstrated that increased symptom severity among youths at baseline was associated with greater improvement (Robbins et al. 2001) , or lower odds of deterioration (Walrath et al. 2006 ). Likewise, younger child age has also been associated with better outcomes (Warren et al. 2009 ), but this finding varies across studies (McMahon et al. 2006) . Patient and family ethnicity has also been inconsistently associated with outcomes (Reid et al. 2001) . The difficulty in identifying consistent predictors of UC clinical outcomes reinforces general concerns about the effectiveness of care, limiting confidence in discovering a consistent observed impact, even for a subgroup of children.
Descriptive Data on Usual Care (UC) Service Contexts and Practices
In an editorial for this journal over a decade ago, Bickman (2000) lamented the impoverished state of empirically-derived knowledge about community-based mental health services. One of the questions driving this current review was what have we learned about community-based children's mental health care since then? Information about UC is essential to (a) identify potential care improvement targets, and (b) understand the context in which improvement innovations will be implemented to optimize the fit between proposed innovations and existing contexts (e.g., organizational structure and funding mechanisms, provider skills and current practices, patient needs and preferences, etc.) (Aarons et al. 2011; Hoagwood et al. 2001 ). Emerging models that identify effective methods to implement EB interventions into UC highlight the need for contextual data on UC services to inform implementation processes and intervention ''fit'' (Aarons et al. 2011; Damschroder et al. 2009; Mendel et al. 2008; Powell et al. 2012; Stetler et al. 2006) . Thus, there is a need to consolidate available research on existing UC service contexts and practices to optimize the potential effectiveness of improvement efforts. Interventions built on a foundation of data as opposed to presumptions about the care system are more likely to succeed.
Multiple challenges in conducting research on UC services have been noted previously, including ideological and methodological challenges (Bickman 2000; Garland et al. 2010c) , limited research funding for practice-based research (Westfall et al. 2007) , and minimal representation of research conducted in routine care practice settings in high impact mental health journals (Shumway and Sentell 2004) . However, despite these challenges, there have been notable developments in research on usual mental health care for children in the past 12 years, including national studies characterizing organizational structures and providers (e.g., Glisson et al. 2008; Schoenwald et al. 2008) , trials demonstrating effective provider EB practice training interventions and effective use of measurement feedback innovations (Bickman et al. 2011; Daleiden et al. 2006; Weisz et al. 2012) , broad clinical outcome evaluations (Warren et al. 2010 ) and detailed assessments of UC provider in-session practices (Garland et al. 2010b ). This growing literature, which is summarized below, provides critical information as a foundation on which to build care improvement innovations. While ''usual'' children's mental health care is certainly heterogeneous, recent research has provided valuable data characterizing clinical organizations, individual providers, and clients and their families, as summarized below. These data provide a descriptive illustration of what we are referring to as ''UC.''
Organizations
Mental health care is provided by a wide array of organizational entities, as well as private individual providers. The Clinic Systems Project (CSP) conducted by the MacArthur Youth Mental Health Network (Child STEPs) provides the most representative descriptive data about the organizations delivering out-patient mental health care to children and families in the United States to date (Glisson et al. 2008; Schoenwald et al. 2008 ). Investigators conducted a survey of 200 directors of agencies from 88 primary sampling units throughout the U.S. Results indicate that the majority of organizational providers are private, non-profits affiliated with larger entities (such as hospitals). The agencies served an average of 902 (SD = 1,231) children per year and the average number of clinicians was 25 (SD = 26). Most of the care was clinic-based (68 %), and virtually all agencies reported offering a variety of treatment modalities, including individual, family, and group treatments, as well as case management services. Although the majority of agencies were privately held, the largest funding source was Medicaid, which is consistent with national reports on funding sources for mental health care across all age groups (SAMHSA 2012). The average annual budget for agencies in the CSP was approximately $2.5 million, but there was a very wide range from $60,000 to $27 million. Approximately a third of the directors with site-specific budget data indicated that their agency ran at a budget deficit for each of the three years prior to the survey , thus emphasizing resource limitation challenges and the importance of demonstrating the cost-effectiveness for any care improvement intervention.
Individual Providers
Mental health care is provided by individuals trained in a variety of disciplines including social work, counseling, psychology, marital and family therapy, and psychiatric nursing (listed from highest to lowest per capita national representation in the U.S.A.; SAMHSA 2012). Representation of providers relative to the population varies geographically. For example, in 2009 the number of child psychiatrists per 100,000 children ranged from a low of 4.3 (Mississippi) to a high of 50.1 (District of Columbia), with a national average of 14.4 (SAMHSA 2012) .
The most representative current data on characteristics of individual providers for out-patient organizations serving children comes from the CSP cited above . The majority of providers have master's degrees in disciplines listed above, are female and Caucasian; almost half (40 %) are not licensed. Data from other smaller studies sampling providers from UC are generally consistent in terms of educational background and basic demographics of providers (Garland, Brookman-Frazee, et al. 2010b; Hawley and Weisz 2005; Bickman et al. 2011) .
National reports highlight current and projected mental health workforce shortages, particularly, but not exclusively, in rural areas (SAMHSA 2012) . Workforce Adm Policy Ment Health (2013) 40:6-22 9 shortages may worsen if more people are able to access care due to recent policy initiatives to (a) expand health care coverage, and (b) achieve parity for mental health care relative to physical health care. In addition to workforce shortages, inadequate and variable training, lack of quality assurance on continuing education, limited post-professional education, and high rates of staff turnover have been identified as workforce challenges that potentially limit the effectiveness of usual mental health care (IOM 2001; Satcher 2000; Schoenwald et al. 2010 ).
Clients and Families
Given the lack of a public health surveillance system to comprehensively track use of mental health services, there is no national database for comprehensive data on those receiving care, but data are available from individual studies. Studies reporting on children in UC report diversity in age, gender, race/ethnicity, culture, diagnosis, co-occurring conditions, risk and protective factors, family constellation, and other contextual factors Friedman et al. 1996; Liao et al. 2001; Manteuffel et al. 2002) . Most studies report a gender ratio of approximately 2:1, with twice as many boys as girls being served (Zima et al. 2005) , but this may differ by age group. For example, one study based on self-report among youth ages 12-17, found that females were more likely to report receiving care (SAMHSA 2012) . The race/ethnic distribution of children in care is likely reflective of the geographic region, although one study found that African American children were overrepresented and Latino children under-represented in a large publicly-funded care system relative to their representation in the regional population (McCabe et al. 1999) . Given that clinical characteristics are assessed differently across studies (e.g., diagnosis vs dimensional ratings) it is difficult to consolidate findings, but most reports indicate that the most common presenting problems include disruptive behavior, attention, and mood problems (e.g., Garland et al. 2001; Merikangas et al. 2010) . One of the important questions relevant for efforts to translate research findings into action in UC is the extent to which UC populations are consistent with research trial samples. One of the criticisms of the research literature supporting EB interventions has been discrepancies between research trial samples and the UC patient population on socio-demographic variables such as race/ethnicity and socio economic status, as well as clinical variables such as diagnostic comorbidity (Baker-Ericzén et al. 2010) . Shirk (2001) noted over a decade ago that the diversity of UC samples seem to stand in stark contrast to the samples of children studied in efficacy research, but there are only a few studies that offer direct comparisons. Among samples of children treated for anxiety, significant differences between EB trial research samples and UC samples have been found for child symptom severity, comorbidity, race/ethnicity, family income, and family living arrangements (SouthamGerow et al. 2003; Weersing et al. 2006; . Among children with disruptive behavior problems, child symptom severity was similar across EB trial and UC samples, but meaningful differences on other demographic variables (child age, race/ethnicity, SES, family constellation) were identified (Baker-Ericzén et al. 2010 ). There appears to be progress in reducing some of the discrepancies between research trial samples and UC clients; for example, intervention research studies have included a larger representation of race/ethnic minority youth in recent years (Huey and Polo 2008) . However, many potentially confounding contextual factors differentiating research trial samples from UC samples (e.g., client recruitment processes and supports potentially associated with treatment expectations and motivation) still limit the extent to which findings from intervention efficacy and even effectiveness trials can be generalized to UC.
Care Improvement Targets
Building on the basic descriptive foundational knowledge about UC contexts summarized above, the remainder of this selective review is devoted to highlighting problems with UC services, and promoting specific care improvement strategies to address those problems. Given the discouraging data on the ineffectiveness of UC services, there is a critical need to capitalize on all the knowledge we have about how to improve care. Our promotion of empirically supported intervention strategies implemented in UC is organized around the following three broad critical improvement target areas we have identified as essential for improving the children's mental health system: (1) Service access and engagement; (2) Delivery of EB practices; and (3) Outcome accountability. Promising strategies to address these three critical targets are listed in Table 1 below, by intervention level. In the text that follows, we address each target area by providing evidence of: (a) the problem, thus supporting the need for improvement, and (b) examples of promising intervention strategies to address the improvement target with supporting research to inform implementation of these strategies.
Target Area #1: Service Access and Engagement
Need for Improvement in Service Access and Engagement Significant unmet need for children's mental health care has been well documented with some estimates suggesting that fewer than half of those who need such care receive it (Kataoka et al. 2002; Merikangas et al. 2009 ). Several child and family characteristics have been associated with likelihood of receiving care, but somewhat surprisingly, severity of impairment was not associated with service use in a large national study (Merikangas et al. 2010) , thus reinforcing concerns about identification and referral pathways and suggesting that many factors other than extent of need predict use. Disparities in use of care are well documented with children from racial and ethnic minority backgrounds (Garland et al. 2005; Kataoka et al. 2002) and children in rural geographic locations (Merikangas et al. 2010 ) demonstrating higher rates of unmet need in most studies. In addition to availability of providers, barriers in access to care may include fiscal factors (e.g., income and insurance coverage) (Hoberman 1992) , and cultural attitudes or preferences, including perceived stigma (Munson et al. 2009; Pumariega et al. 2005) . Caregiver (herein after referred to as parent) characteristics such as reported caregiving strain, are also positive predictors of accessing mental health care for children (McCabe et al. 2003; Shin and Brown 2009) .
In addition to problems with service access, there are significant service engagement (defined as attendance and participation) challenges once services are initially accessed. Client attendance is an ongoing problem in outpatient mental health, with studies estimating that 40-60 % of children receiving outpatient mental health services attend few sessions and drop out prematurely . A recent review identified many youth, parent, and family characteristics associated with attendance, including child ethnicity (Caucasian families attend more sessions), child problem severity (children with more severe problems attend more sessions) and parent stress and psychopathology (parents experiencing greater struggles have children who attend fewer sessions) . Studies have also indicated that perceptual barriers such as parents' attitudes about mental health care and the extent to which care matches their expectations are more important in hindering attendance than concrete barriers such as transportation and child care (Bannon and McKay 2005; McKay et al. 2001 ).
Both parent and child participation in services is associated with better outcomes (Dowell and Ogles 2010; Karver et al. 2006; Noser and Bickman 2000) . Yet, surprisingly little is known about parent and child participation in UC. Our work has found that parents attended 70 % of UC sessions for children ages 4-13 with disruptive behavior (not necessarily for the entire session, but for at least enough time for therapists to direct an intervention strategy to them) (Garland et al. 2010b) , and on average therapists directed therapeutic strategies to parents for about half of each session . These studies indicate that parents are involved in UC but more research is needed on how parents can participate most constructively, as well as effective strategies to engage them.
Promising Strategies to Improve Service Access and Engagement
As noted in Table 1 , intervention strategies to improve service access and engagement at the federal and state policy or funding level include expanding fiscal coverage for services and improving the integration of behavioral health services with more universal services such as primary care and education. Some experts predict that implementation of the federal Patient Protection and Affordable Care Act will improve access by expanding Medicaid coverage with parity for mental health services and tracking disparities in treatment access (Croft and Parish 2012) . However, a recent study examining the impact of a parity act for federal employees found that behavioral health service use decreased after parity was implemented (Goldman et al. 2012 ). The authors speculated that managed care interventions associated with the parity program may have reduced service use; the extent to which these findings would generalize to other federal initiatives is not known. Likewise, the extent to which expanded health insurance coverage will result in greater access to mental health care among children is also uncertain; findings from an older study suggest that children with private insurance were no more likely to use care than their uninsured peers (Glied et al. 1998 ). These somewhat counter-intuitive findings reinforce the fact that there are many objective and subjective factors influencing identification, referral, access, and utilization of children's mental health care. Additionally, emphasis on ''medical home'' models in health care reform may result in more efficient access to specialty mental health care through primary care coordination teams (Croft and Parish 2012) . Innovative collaborative care models representing strong integration of primary care and behavioral health care have been shown to reduce barriers to mental health care access (Aupont et al. 2012) .
Effective interventions to improve engagement in services once accessed have also been implemented at the provider organization and individual provider levels. As noted in Table 1 , these interventions train service staff to address parents' expectations and concerns, and they have been effective in increasing attendance for culturally diverse urban populations in community-based care by targeting individual provider practices (McKay et al. 1996a (McKay et al. , b, 1998 . In addition, these interventions have been applied to the organizational context and have been successful in improving organization-wide attendance outcomes (Cavaleri et al. 2006 .
There are also promising interventions at the client and family level designed to improve service engagement. Specifically, the role of professional peer family advisors (also called family partners) has been growing in recent years and the limited research conducted on this model shows promise in supporting and training families to engage and participate in services . One of the goals of family support programs is to reduce stigma as a potential barrier to service access and engagement ). More research on the impact of family advocates and advisors on families' access, engagement, and outcomes in UC contexts is certainly needed.
Emerging descriptive research of factors associated with treatment engagement patterns can help to tailor improvement efforts. For example, some evidence suggests that single parents of young female children and children with low symptom severity at treatment entry may be the least likely to participate (engage) in treatment, thus requiring more engagement training and support (HaineSchlagel et al. 2012) . In addition, therapists may need more training and strategic tools to involve parents who exhibit more externalized parent strain (e.g., anger and resentment) as these parents have demonstrated less participation ). More specific research on how different types of parent engagement (e.g., within-session skill practice, and/or between session ''homework'') may be associated with differential outcomes is needed.
Individual provider, practice, and clinic characteristics are also associated with parent participation. At the individual provider level, one study found that a significant proportion of the variance in how much therapists involved parents was attributed to the provider, and specifically, that therapists with more experience involved parents more than less experienced therapists . A study conducted in Europe (Israel et al. 2007) found that a small percentage of variance in parent attendance was attributable to the clinic level of analysis, suggesting that clinic-wide policies and practices, as well as culture and climate, should be pursued as a potential avenue for enhancing attendance. Finally, emerging research also indicates that providers' in-session practices are associated with differential client attendance in UC. Specifically, our research group has found that children who received more intensive treatment techniques consistent with EB practice attended more sessions . This finding illustrates the inter-connection between the Care Improvement Targets #1 and #2 in Table 1 , suggesting that delivery of EB treatment can impact service engagement-and logically, vice versa, since EB treatment can only be delivered if families attend and are engaged in services. Further, combining both engagement interventions and delivery of EB treatments together may yield even greater treatment effectiveness in UC.
Target Area #2: Delivery of Evidence-Based (EB) Practices
Need for Improvement in Delivery of EB Practices Despite many funding policy initiatives to promote EB practices (e.g., Chambers et al. 2005 ) and considerable advances in the identification of EB practices, the limited available research on UC indicates that EB practices (assessment and treatment) are not being delivered with sufficient intensity or consistency in community-based care (Garland et al. 2010b; Jensen-Doss and Hawley 2010; Kazdin and Weisz 2003; Mitchell 2011; Zima et al. 2005) . Findings from studies relying on medical record review, provider self-report, and practice observation all reflect big gaps between identified EB practice and common UC practice. For example, Zima and colleagues (2005) conducted a comprehensive review of medical records to characterize treatments received by 813 children with the most common diagnoses receiving out-patient publiclyfunded care in California. They found that approximately half of the patients' charts did not meet basic treatment quality indicators based primarily on EB ''best practices.'' Studies relying on individual provider self-report also reflect variability in practice, with provider preferences for eclectic intervention approaches (Baumann et al. 2006; and assessment procedures (JensenDoss and Hawley 2010) . There have been a number of studies specifically assessing UC clinicians' perceived support for EB practices and findings have differed depending on how EB practice is defined and how preferences are assessed (Aarons 2004; Borntrager et al. 2009; Brookman-Frazee et al. 2009 ). Research has demonstrated that attitudes can differ by provider characteristics, service setting, and clinical population characteristics. Important nuances in provider attitudes about EB practice have been revealed; for example, providers across disciplines have endorsed positive attitudes about EB practice elements, but attitudes about treatment manuals appear to be more negative (Borntrager et al. 2009; Brookman-Frazee et al. 2009; Nakamura et al. 2011 ). However, even though UC clinicians express positive attitudes towards a variety of practice elements consistent with EB treatments, research (summarized below) suggests that the extent to which this results in consistent delivery of EB practice elements in UC is limited.
Observational data on UC practice for children ages 4-13 with disruptive behavior disorders has revealed variability in UC psychotherapy practice (Garland et al. 2010b) . Some practice elements common in EB treatments were observed relatively frequently (such as positive reinforcement and psychoeducation), but others (such as behavioral rehearsal for skill building) were observed in few sessions. In addition, the average intensity of all observed practice elements was low and thus inconsistent with EB practice interventions. As a rare glimpse into UC therapists' offices, this study provided encouraging news suggesting that many therapeutic approaches common in EB treatments were not foreign to UC therapists (thus supporting the potential contextual ''fit'' for these approaches), but the study findings also underscored the discouraging fact that these EB approaches are not being delivered with the consistency or intensity that could result in better outcomes. The findings thus highlight the need to increase the frequency and intensity of delivery of EB practice elements in UC (Garland et al. 2010a ).
Promising Strategies to Improve Delivery of EB Practices Table 1 lists strategies to improve delivery of EB practices across the levels of intervention. For example, state and federal sociopolitical and funding contexts can facilitate delivery of EB practices by promoting funding opportunities and incentives for providers to use such practices. Not surprisingly, organizations are likely to implement an EB intervention if there are economic and/or other incentives to do so (Mendel et al. 2008) . Economic incentives such as pay-for-performance contracts may facilitate delivery of EB practices (Jensen and Foster 2010) . Alternatively, funding limitations and inflexible reimbursement systems are the most commonly reported reasons for ''de-adoption'' (i.e., lack of sustainment) of innovative practices (Massatti et al. 2008) .
All 50 states in the U.S. reportedly ''promote, require, or support'' the use of EB practices in children's mental health service delivery in some way, but only eight states have explicitly mandated their mental health care systems to ''promote, require, or support'' specific EB practices (Cooper et al. 2008) . The impact of policy and funding interventions to support EB practice implementation on service effectiveness is not yet well established given the recency of most interventions, but preliminary observational data are encouraging. For example, data from a comprehensive Quality Improvement initiative for children's mental health care in the State of Hawaii demonstrate a link between enhanced delivery of care consistent with EB practices and better clinical outcomes (i.e., faster improvements in functional outcomes) for children within a statewide UC system (Daleiden et al. 2006) .
Promising interventions to support implementation of EB practices have also been delivered at the organizational provider agency level (Glisson and Schoenwald 2005; Glisson et al. 2010) . These interventions target organizational culture and climate, including specifically leadership, to build the infrastructure to support EB practice delivery. Glisson and colleagues (2010) demonstrated that a two-level strategy in which an organizational intervention (ARC) was combined with an EB treatment (MST) intervention resulted in more positive youth outcomes, compared to other conditions (UC, MST only, ARC only) (Glisson et al. 2010) .
Much of the research on improving the delivery of EB practices in UC has focused on training individual providers and there have been significant advances in knowledge about effective training methods (Beidas and Kendall 2010; Beidas et al. 2011; Herschell et al. 2010; Lyon et al. 2011) . Several reviews and meta-analyses investigating training methods have reinforced a similar conclusion, namely that provision of a treatment manual and didactic training alone are usually insufficient to achieve adequate adoption or sustainable fidelity to desired treatment approaches, let alone impact client outcomes. More active teaching methods (such as in vivo practice with coaching) and follow-up supervision and/or consultation after initial training are likely necessary to change practice (Beidas and Kendall 2010; Beidas et al. 2011; Herschell et al. 2010; Lyon et al. 2011) . Effective training of mental health providers should incorporate effective training practices identified in related disciplines, such as academic detailing, inter-professional education, problem-based learning, coaching, and self-regulated learning (Lyon et al. 2011) .
Training in EB practices needs to be emphasized across all mental health disciplines and at different levels of education and experience. In fact, many graduate education programs across disciplines have incorporated EB training in their curricula, but the extent to which this is supported by the types of active training methods described above (e.g., ongoing supervision with observational data, etc.) is uncertain (Patterson et al. 2004; Weissman et al. 2006) . Continuing education is a very promising avenue for EB practice training, but there is limited evidence that this mechanism is being leveraged well now. Government agencies or boards overseeing licensing for mental health professionals should link continuing education requirements more explicitly to EB practice training. Rapidly advancing technologies that support social networking, teleconferencing, and webbased learning present efficient and potentially effective training and monitoring opportunities.
In addition to research identifying effective provider training methods, recent research has promoted innovative approaches to the use of EB treatment content for EB practice implementation. For example, investigators working in different clinical problem areas, including disruptive behavior problems (Garland et al. 2008) , anxiety and depression (Sburlati et al. 2011) , and autism (Rogers and Vismara 2008) have identified practice elements (also called core competencies) common across multiple individual EB treatment protocols. We and others have proposed that training on these common elements of EB practice may offer an efficient and ecologically valid approach to improving the effectiveness of UC Garland et al. 2008; Rotheram-Borus et al. 2012 ). Chorpita and colleagues (Chorpita and Daleiden 2009 ) have developed a sophisticated approach to empirically identifying EB practice element profiles for youth with diverse presenting problems and training providers on how to coordinate and assess delivery of EB practice elements. In a multi-site randomized trial using community clinicians and clinically referred youths/families, clinical outcomes were significantly better among children treated by providers who received training in a modularized approach (clinicians also received feedback on client progress in treatment) (Weisz et al. 2011) . Additional studies are beginning to provide evidence that training providers in UC contexts to integrate EB approaches more strongly into their interventions will result in enhanced clinical outcomes (e.g., Farmer et al. 2010; Kolko et al. 2009 ). In our observational study of UC we found that when families received care more consistent with EB approaches, parents reported greater treatment benefit (Haine-Schlagel et al. Under review) .
Despite all the research and policy attention to promoting implementation of EB practices, there has been minimal research on the role clients and their families can play in driving improved delivery of EB practice (Birkel et al. 2003) . However, as noted in Table 1 , consumer education and activation could potentially be a powerful force for improving treatment. Policy makers recognize that changes in all types of health care often depend largely on consumer activation to impact demand (Flynn 2005; Kelleher 2010 ). Limited research in adult mental health contexts suggests that consumers have minimal knowledge about EB practices, but are generally supportive (Scheyett et al. 2006) . A national study indicates that only 11 % of family members surveyed had ever heard about EB practices (Cooper et al. 2008) thus there is significant ''room for improvement'' in consumer education and activation. The success of parent advocacy groups in lobbying for insurance legislation mandating coverage of EB intervention in many states (Wilczynski et al. 2012) highlights the potential for the role of consumer demand for EB interventions in child mental health services.
It is not enough to simply train providers in EB practices without assessing the extent to which such training actually results in changes in practices, and improved outcomes. In order to build more effective care by promoting more effective interventions, effective and efficient methods to assess service delivery must be utilized ). Continuous quality improvement feedback loops that link provider practice data to patient outcome data will help shape the development of improved services. Assessment of outcome data is thus the focus of the last broad outcome target presented below. Administrative datasets that allow sophisticated assessment of practice delivery, outcomes, and costs can facilitate needed costbenefit studies which can ultimately drive policy and practice change (Foster and Holden 2002) . The challenges of improving the delivery of EB practice may be more effectively addressed by adopting a business marketing perspective providing evidence of cost-benefit to consumers, providers, and the government (Jensen and Foster 2010) .
Target Area #3: Outcome Accountability

Need for Improvement in Outcome Accountability
There are multiple accountability mechanisms for service providers driven by federal, state, or local regulations, funding requirements, discipline-specific professional boards, and/or organizational structures. For example, hospitals are routinely surveyed for accreditation by The Joint Commission (TJC), [formerly the Joint Commission on Accreditation of Healthcare Organizations (JCAHO)] to assess care quality and safety. In addition, many professional organizations hold individual providers accountable for meeting licensure and continuing education requirements based presumably on an assumption that these requirements are proxy indicators for minimal service quality, safety, and clinical effectiveness (despite the lack of data to support an association between continuing education and service effectiveness) (Bickman 2008) . Public and private provider organizations also often have multiple internal mechanisms for assessing service quality, frequently including evaluation of consumer satisfaction (Aarons et al. 2010; Garland et al. 2007 ). Unfortunately, satisfaction data are not strong indicators of clinical effectiveness for mental health care (Garland et al. 2003a; Lambert et al. 1998) . These are but a few examples of current accountability mechanisms, none of which directly address clinical effectiveness outcomes.
Despite national calls and initiatives for mental health outcome measurement over the past two decades, and a flurry of activity reflected in specialized journals, conferences, etc. (e.g., Behavioral Health Outcomes and Behavioral Health Accredidation and Accountability Alert 1996; Hernadez et al. 2001; Smith et al. 1997) , routine mental health care rarely includes systematic assessment or feedback on patient outcome progress (Bickman and Noser 1999; Bickman 2008) . Outcome accountability is needed as it can contribute to program planning at the aggregate level and can improve clinical decision-making at the individual provider-patient level (Bickman et al. 2011) . However, measurement requires initial resource investment and there are few incentives to measure outcomes at the aggregate level.
The lack of outcome accountability in mental health and social services is due in part to valid and significant feasibility and methodological challenges, but may also be due to concerns about transparency and accountability (Bickman 2012) . Measuring the clinical effectiveness of children's mental health care is complex and conclusions can differ depending on what outcomes are assessed, how and from whose perspective they are assessed, and when they are assessed (e.g., Brookman-Frazee et al. 2006) . However, this complexity should not be used as justification to avoid measurement. While more research is clearly needed to optimize both the efficiency and validity of outcome measurement feedback systems, we should be capitalizing on the use of currently available systems that have evidence supporting their potential validity and impact on improved clinical outcomes (e.g., Bickman et al. 2011; Reimer et al. 2012; Stein et al. 2010) . Unfortunately, there is limited evidence of broad adoption of feedback measurement systems in UC.
Promising Strategies to Improve Outcome Accountability As indicated in Table 1 , at the policy and funding level outcome accountability should be incorporated into existing regulatory standards and mechanisms that currently assess service safety and ''quality'' of care. Organizations and individual providers need incentives to track clinical outcomes at both the aggregate organizational level and individual provider levels. One quasi-experimental study on the impact of ''pay-for-performance'' incentives for care of depressed adult patients found that patients improved more quickly after the incentive program was implemented in an organization (Unutzer et al. 2012 ). More research on the impact of performance-based outcome measurement incentives in children's mental health is needed, with attention to the methodological and ethical implications of these incentives. Table 1 also highlights the importance of outcome measurement systems implemented at the organizational level. In the past decade, there has been considerable progress in the development of potentially effective and efficient outcome measurement systems that have been utilized at the state or county level by public service systems and UC provider organizations (e.g., Bickman 2012; Daleiden and Chorpita 2005; Healy and Roth 2010; Hodges and Wotring 2004; Reimer et al. 2012; Rouse et al. 1998; Stein et al. 2010; Trask and Garland 2011) . For example, since 2008, Hawaii's child and adolescent mental health system has used a feedback system whereby agencies receive semi-annual reports documenting client outcomes on the Child and Adolescent Functional Assessment Scale (CAFAS) and Monthly Treatment Progress Summary (MTPS). Reports are provided for each level of care. In addition to client outcomes, the reports include the frequency of different treatment techniques delivered by the agency and how this compares to the frequency of the technique in EB treatment protocols. Agencies review reports, identify strengths and weaknesses, and develop plans for improvement . Measurement of treatment process and outcomes allows for examination of which processes mediate outcomes (Reimer et al. 2012 ) and identifies ''practice-based evidence'' of effective interventions. As noted at the end of the previous section addressing delivery of EB practices, linking data on practice delivery to data on patient outcomes provides essential data for continuous quality improvement at both the aggregate service level and individual client/family level.
As indicated in Table 1 , there is much room at the individual provider and client/family levels for training on the utility and value of outcome monitoring. Some of the most promising evidence for the potential positive impact of a measurement feedback system comes from a recent study by Bickman and colleagues (2011) . They found that clinical outcomes for children in usual community-based care were better when providers had access to weekly feedback on a standardized assessment of children's symptoms and functioning. Further, they found a ''doseeffect'' response whereby there was a positive association between providers' frequency of use of outcome measurement feedback and the extent of child improvement, thus reinforcing support for the value of routine, systematic outcome measurement and feedback to providers. There has been a growing literature on ''patient-focused'' research methods to efficiently and effectively assess individual patient's progress in treatment and to identify risk for negative outcomes (e.g., Howard et al. 1996; Warren et al. 2012) . Use of outcome monitoring systems has demonstrated a positive impact on treatment effectiveness and efficiency for adult and child/family services (Lambert and Shimokawa 2011; Shimokawa et al. 2010; Timimi et al. 2012) . Outcome monitoring ''warning'' systems have also been shown to accurately identify youths who are at-risk for treatment failure (Warren et al. 2012) . Thus, there is great potential utility for measurement systems that can be used to assess treatment progress (or lack thereof).
There is very little research on client and family targeted interventions regarding outcome accountability, but studies of client service preferences provide some insights. Specifically, when parents and youths report dissatisfaction with services, they emphasize the need for more effective, outcome-driven treatments (Baker-Ericzén et al. 2012 ). In addition, although some providers express concern about the respondent burden placed on families to complete outcome monitoring assessments (Garland et al. 2003b) , there is no research clearly supporting this concern. In fact, a stronger emphasis on outcome monitoring and accountability is consistent with attitudes expressed by some UC parents and youths (Baker-Ericzén et al. 2012) .
Given the promising impact of outcome accountability measurement, it is important to examine UC contextual factors that may facilitate and/or inhibit such interventions.
Results from national studies of clinicians who provide mental health services to children and adolescents indicate that the majority (between 54 and 74 %) of clinicians report using standardized measures in practice (Hatfield and Ogles 2004; Jensen-Doss and Hawley 2010; Schoenwald et al. 2008) . However, use of standardized assessment measures in practice does not necessarily translate to use of standardized measures to evaluate treatment process or outcome. In our study of UC providers who utilized standardized outcome measures as required by their funder, we learned that most clinicians expressed ambivalence about the utility of the measures, and did not use them for treatment planning or examination of client outcomes (Garland et al. 2003b) . One reason for this discrepancy may be that while standardized outcome measures can demonstrate changes in clients' symptoms, some clinicians may prefer to use other types of information to gauge treatment progress. For example, a survey of clinicians who provided treatment to children and adolescents in a managed care organization revealed that when clinicians were given the option of receiving any type of regular feedback regarding their clients, they were most interested in contextual factors such as a client's history of maltreatment and current family functioning, as well as process factors such as measures of therapeutic alliance . Many UC clinicians may also place greater value on their own intuition and signs of functional patient outcomes (e.g., school grades) than on standardized measures of emotional or behavioral functioning as indicators of treatment progress (Garland et al. 2003a, b) . Unfortunately, clinicians' subjective perceptions of clients' improvement have been only minimally associated with standardized, prospectively measured change on outcome measures (Love et al. 2007 ) and client characteristics, such as race/ethnicity, moderate this correspondence ). More work is needed to reinforce the clinical utility of outcome measurement at the policy, organizational provider, individual provider and client/family levels to identify incentives for use of standardized measures and outcome accountability interventions. A culture of constructive critical review of care effectiveness needs to be cultivated in mental health, balanced by appreciation for the methodological complexities, and the reality that some aspects of mental health care delivery and outcomes will always elude measurement.
Conclusions
It is often challenging for all the diverse stakeholders involved in caring for children with mental health needs to access and incorporate empirically-derived knowledge on even one specific aspect of children's mental health care, let alone the diverse research literature addressing a wide array of care contexts, intervention levels, treatment types, clinical problems, and patient and family characteristics emerging from different fields (Mitchell 2011) . Therefore, our goal was to synthesize current knowledge about specialty out-patient children's mental health care and to highlight needed improvements to provide a consolidated empirical foundation on which to build a more effective service system for children and families. While the scope of our review was relatively wide, it is important to note that there are many important service system contexts we did not address, including the education and primary care sectors where many children receive care, and the child welfare and juvenile justice sectors where rates of need for mental health care are significantly elevated. Improved coordination of care across these service sectors has been a goal for 30 years (Cooper et al. 2008; Knitzer 1982) .
The mental health and social service structures that we build over the next few decades will likely look very different than our current structures. For example, we will hopefully succeed in incorporating a public health framework emphasizing prevention and health promotion with interventions targeting risk and protective factors at the societal, community, family, and individual levels (Stiffman et al. 2010) . Mental health promotion may be woven into our daily lives in ways that we can't even imagine at this time, through media, education, recreation, environmental, and perhaps even nutrition sources. In addition, as neuroscience and genetic discoveries advance, innovative methods for early detection and manipulation of neurobiological risk and protective factors for mental health problems will likely be refined and implemented. Technological and communication advances may enable entirely new psychosocial assessment and intervention methods that will be more accessible and effective than current methods. We need to devote considerable resources to exploring and developing these types of new frontiers. However, we cannot wait complacently for new discoveries as millions of children enter and often languish in our current mental health services. We need to mobilize all of the individuals and organizations that have a stake in our children's future (i.e., virtually everyone), to make changes to the current system to improve care for children right now. Mental health providers and researchers need to partner with policy experts, lobbyists, entrepreneurs, system engineers, and educators who know how to change existing systems. Let us capitalize on the research investments over the past few decades by implementing the strategies that we know can improve care now.
